Data obtained in long-term epidemiological studies of arterial blood pressure in the general population in South Wales were analysed to provide background information for the rational planning of screening programmes for hypertension.
Introduction
Treatment for severe hypertension is known to be both effective and tolerable, and more attention is now being paid to the increased detection of cases and the possibilities of earlier therapy. Screening programmes have to be based on knowledge of, the relation between blood pressure levels and morbidity and mortality in the general population, the extent to which hypertensive subjects are currently under effective treatment, and the rate at which people, once screened and found normal, attain levels of pressure at which they should be under careful surveillance. In this paper we report data from a long-term epidemiological study which relate to these questions and suggest screening procedures which might reduce the burden of cardiovascular complications without overloading the general practitioners on whom the main responsibility for screening and treatment will continue to fall.
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Populations and Surveys
People aged 5 years and over were randomly selected from the populations of a Welsh mining valley, the Rhondda Fach, and a neighbouring agricultural area, the Vale of Glamorgan, which had previously been defined by private censuses. They were used as index cases for family studies in which all firstdegree relatives living within 25 miles of the centre of each area were included. Over 95% of index cases and relatives cooperated in the initial surveys and were taken as representative samples of the population of each area.
The first examinations in the Rhondda were carried out in 1954 and repeated in 1958, 1964, and 1971 
Methods
The survey techniques have been described previously Oldham, 1955, 1958) . Casual blood pressure measurements (systolic and diastolic IV-muffling) were made by one observer throughout using an orthodox mercury manometer. Apart from 10% of readings in the 1971 surveys which were made at a central clinic after electrocardiography all were carried out in the subjects' own home surroundings. On each occasion measurements were noted without reference to the previous findings, which were only later transferred to the new record cards.
A brief medical history was obtained at each examination. Causes of hospital attendance and admission were noted, and information provided by patients was corroborated by hospitals. At each interview subjects were asked whether they had received treatment for hypertension, and this information was checked by consulting with general practitioners. In 1971, but not at previous examinations, 12-lead E.C.G.s were recorded and read according to the revised criteria of the Minnesota Code (Rose and Blackibum, 1968 117 and 120 (Registrar General, 1971) . Though based on small numbers our data accord with other evidence that the population in South Wales suffers a higher toll from cardiovascular disease than in England and Wales in general (Hart, 1970) .
RELATION BETWEEN ARTERIAL PRESSURE AND CARDIOVASCULAR MORBIDITY AND MORTALITY
The incidence of all cardiovascular-renal deaths and events is shown according to systolic pressure and age in fig. 1 changes compatible with myocardial damage due to hypertensive or ischaemic heart disease is shown for those aged 35 and over in table III, and the prevalence of these abnormalities combined is shown in relation to the highest diastolic pressure recorded for each subject during the course of the study in fig. 3 . The similarity between the sexes in the prevalence of E.C.G. abnormalities at different levels of pressure contrasts strongly with the sex difference in deaths and morbid events. It is probably partly explained by sex differences in survival after cardiac complications have occurred. (64%) of these men and six (32%) of the women therapy had been started only after the complication had occurred. As at each survey those considered in need of treatment had been referred to their general practitioners, the extent of treatment in these two populations might have been greater than in similar districts where no screening had been carried out. Nevertheless, these observations show that treatment for hypertension is less than satisfactory for both sexes and particularly inadequate for men.
FREQUENCY OF SCREENING
A successful programme of screening for hypertension would detect all people whose pressures were approaching the level at which the effectiveness of therapy had been established. Currently this is at a diastolic pressure of 110 mm Hg in adults. All dhoe with pressures over this level would be offered treatment, and those with values below 110 but above 100 mm Hg could be kept under close surveillance. Rescreening would also be necessary for those with lower pressures. Some people will inevitably slip through any screening net unless the investigations are repeated at short intervals. The frequency of rescreening for hypertension could be designed to limit the proportion with undetected diastolic hypertension to not more than, say, 10% of any subgroup whose pressures had once been recorded.
We examined these Welsh data to determine the frequency of rescreening which would be necessary to ensure (Hamilton et al., 1964) and 115 mm Hg and over (Veterans Administration, 1967) . As epidemiological studies have shown that most people wi-th pressures at these levels are unrecognized by the health services, screening for hypertension should be given high priority. Doubt remains about the effectiveness of treating uncomplicated hypertension in women (Hamilton et al., 1964) (Bechgaard, 1967) . Fewer men than women seek the advice of their doctors (Ashford and Pearson, 1970) . In these Welsh populations proportionately fewer men than women are treated for hypertension and they seem to be less well treated. Sinilar observations have been reported recently from Australia (Prineas et al., 1973 The prevalence of undetected hypertension in the general population has important implications for the resources of the National Health Service if current trials show benefit to the health of the community from treating "mild" as well as "moderate" hypertension.
Introduction
Because hypertension is common (Wilber et al., 1972; Finnerty et al., 1973; Reid et al., 1974) , a hazard to health (Metropolitan Life Insurance Company, 1961; Kannel et al., 1972) , often symptomless (Al Bradan et al., 1970; Waters, 1971; Weiss, 1972) , and usually treatable (Hamilton et al., 1963 , 1967, 1970 ) information on its prevalence in the community is important. There have been numerous surveys and it is apparent that there are differences of blood pressure between countries and between different parts of the same country (Stamler et al., 1967; Hawthorne et al., 1969; Evans and Rose, 1971) . There is less information on the number of patients not detected by such surveys because they were being adequately treated for hypertension at the time of the survey (Langfield, 1973) .
The study reported here is part of a mass health examination programme for residents aged 45 to 64 years of the town of Renfrew (World Health Organization, 1971; Hawthorne, 1969 fig. 1 . Ten subjects arrived every 10 minutes during each session. Individual questionnaires were checked and standard investigations lasting about 20 minutes were undertaken. Height and weight were measured, and forced expiratory volume in one second was measured using a Garthur Vitalograph with the subject standing, the best of two expirations being recorded. A six-lead electrocardiogram (leads I, II, III, aVR, aVL, and aVF) was made with the subject sitting. Blood pressure was measured seated using the London School of Hygiene and Tropical Medicine sphygmomanometer (Rose et al., 1964 ) with a cuff of 12 x 22 cm. Diastolic blood pressure was taken at the *The questionnaire is available from the authors
